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 An investigation of Complaint Number 

IN00202253 was conducted by the Indiana State 

Department of Health.

This survey was in conjunction with the Life 

Safety Code Recertification and State Licensure 

Survey. 

Complaint Number: IN00202253

Substantiated: No Deficiencies related to the 

allegations.

Date of Survey:  06/13/16

Facility Number: 00235

Provider Number: 155343

AIM Number: 100267740

Census: 58

LIFE CARE CENTER OF LAGRANGE was found 

in compliance with 42 CFR Part 483, Subpart B 

and 410 IAC 16.2 in regard to the investigation of 

Complaint Number IN00202253.
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